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Bleuler,' in 1908, substituted the name ‘‘schizophrenia” for the 
term dementia praecox. Kraepelin,? in 1896, had collected under the 
latter name a large group of cases which he designated in the fifth 
edition of his textbook deteriorating psychoses (Verblodungspsychosen ) 
and had opposed them to a group of cases that tended to recovery; the 
latter he designated periodic psychoses, and later? manic-depressive 
insanity. This proposal of Kraepelin represented the most important 
step in scientific psychiatry after the beginning of the nineteenth century. 
The only really important step that had been taken before that time was 
the clear delimiting of the organic cases from the so-called functional 
insanities. Paresis had been recognized as due to a definite disease of the 
brain as early as 1798 * by Haslam, and particularly by Bayle, in 1822 ;5 
at the same time it became clear that definite alterations of the brain 
accounted for the arteriosclerotic changes of later life and the dementias 
of old age. 

Esquirol,® as early as 1805, pointed out that there were idiocies or 
deteriorations which were not congenital but acquired. It was also 
known that certain acute cases of insanity ended in recovery, while 
others went on to “weakmindedness”; that furthermore some states of 
acquired weakmindedness occurred without any preliminary mental dis- 
ease of the character of melancholia or excitement, and yet were not 
organic. For example, Griesinger,” in 1845, stated that cases of 
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“acquired dementia may, of course, arise primarily—that is, without 
having been preceded by another form of mental disease, or by other 
cerebral disease of a different nature, as in the case of mental weakness 
of advanced life or premature decrepitude, primary atrophy of the brain, 
intracranial tumors, etc.” 

Nevertheless, chaos reigned in psychiatry during the middle half of 
the century; psychiatrists described cases that represented clinical pic- 
tures of their own experience. The one feature common to all the 
descriptions was that they represented clinical pictures only. Kahlbaum,* 
driven by a desire to describe diseases and disease entities that would 
follow the pattern of dementia paralytica, with a definite etiology, course 
and outcome, began, in 1863, to formulate his theories; between 1868 
and 1874,° he established catatonia as a clinical entity, a disease char- 
acterized by stupor and deterioration. He was dominated, however, by 
the idea that all cases of this type followed the pattern of vesania typica 
and that in every case of catatonia there was first a stage of melancholia, 
and then of mania, followed by stupor, confusion and dementia. True, 
any one of these stages might be omitted in an atypical case, but this 
was an exception to the rule. Hecker,?° in 1871, stimulated by Kahlbaum, 
separated off a group of cases under the name of hebephrenia. It was 
Kraepelin then, in 1896, who insisted that all these cases and many 
paranoid forms were subdivisions of one disease; that both primary and 
secondary dementia were due to the same causes; that the variety of 
manifestations was simply symptomatic of an underlying organic process, 
and further, that the outcome could be predicted from the beginning by a 
study of the symptomatology. The nature of the underlying process 
was unknown, but it probably was due to some endogenous toxin or 
metabolic disorder. He suggested the possibility that the sex glands were 
a seat of the difficulty, but did not present any evidence on this score. 
He defined this group of cases as occurring in youth and terminating in 
dementia, and as characterized by special types of mental disturbances: 
hallucinations; disturbances of attention through failing interest; inco- 
herence and dilapidation of the course of thought; defect of judgment ; 
formation of delusions; emotional dulness; reduction of voluntary 
activity, going as far as stupor; tendency to stereotyped movements and 
attitude ; automatic responses to suggestion; catalepsy ; unwillingness or 
inability to work, etc. 

In this presentation, I shall avoid the error of Kraepelin, who pre- 
sented his description of the disease by giving great masses of special 
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symptoms, without giving individual cases with their particular develop- 
ment. Instead of enumerating all the delusions or all the hallucinations 
that may possibly occur in this disease, I propose to study delusions and 
hallucinations in a setting that does not tear life and experience asunder 
into piecemeal symptom-categories, but leaves mental disease a part of 
the natural history of a life and its experience. 

I shall present four histories, taken almost at random, in cases of 
mental disease diagnosed as schizophrenia in the Phipps Clinic of the 
Johns Hopkins Hospital. In case 1, it will be difficult to distinguish 
where faulty training and bad habits left off and the mental illness 


began. 
REPORT OF CASES 


Case. 1—History—The patient, an unmarried man, aged 24, was brought to 
the hospital because he had been refusing to see anybody, would not eat and 
had outbursts of temper, with “weak spells.” It was learned that he was the 
only son of a nervous, violent tempered father, who had died when the patient 
was young. The patient’s mother, a kind hearted, nervous person, idolized the 
boy and spoiled him to the last degree. She could never say no to anything 
that he wanted or wanted to do. When the time came that some discipline had 
to be instituted, the boy went into tantrums. This method of behavior finally 
forced the mother to yield to his every whim and desire. When allowed to 
have his way, he was mild-mannered. He was overly attached to his mother; 
in fact, he slept in the same bed with her until he was 11 years of age. His 
tendency was to avoid other children and to keep his feelings and ideas to 
himself. While in the grade school and during the first two years at high 
school he did excellent work, but he failed to pass the examinations in the 
junior year. The family physician discovered that the boy had been masturbating 
to excess since the age of 13, and advised circumcision. This, however, plus 
the constant surveillance of the mother, did not stop the masturbation; over and 
over again he would promise to stop and then would break his word. He began 
to feel that his will power could not hold up against his desire. The mother’s 
constant anxiety about this auto-erotism led her to try to frighten him by telling 
him that it would lead to insanity. He lost weight and his color became pasty 
and sallow. At the age of 18, he showed curious attacks of jerking, with fits 
of laughter. These attacks, for a period of six months, would occur from one 
to twenty times a day and were not accompanied by loss of consciousness. They 
gradually disappeared, and for the next two years he was apparently more nearly 
normal. When he was 20, however, it was noted that he wanted ta be alone 
all the time and felt “a horror’ when anybody fooked at him. He said he was 
filled with “feverish energy.” In the hope that a new environment would help, 
he was taken to northern New York and he did actually improve. However, on 
his return home he was tense and restless. One day while he was shaving the 
mother heard him call out, and when she reached him found him with his throat 
cut. While he was recovering in the hospital, he made another attempt to commit 
suicide by jumping out of the window. The following winter he had attacks 
while standing, in which he would become rigid and tense, and would stare for 
ten or fifteen minutes. At no time did he become unconscious, but these attacks 
were so automatic that in one of them he rolled downstairs. His appetite failed 
and he ate irregularly. He tried to seclude himself in a dark room. Because of 
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the recurrence of the tantrums of marked temper, he was taken to a hospital for 
mental disorders. During his twentieth year, he had attempted to study chemistry 
at a university in his home city. From that time, he felt that he could “reach 
out and control nature” through his scientific studies. 


Examination—When first seen at the hospital, the patient was unable to look 
directly at the physician. He appeared tense and talked with head and shoulders 
bent forward. He smiled and grinned in a way that did not carry conviction 
to the observer, and complained of weakness. He said that this was because 
his nerves were “knotted up.” He explained that he could not eat solid food. 
“Tt jolts the base of my brain,” he said. He refused to sleep in a room without 
a light. He avoided contact with other patients, and rarely spoke unless spoken to. 
His talk reverted continually to his nervousness; when urged to talk he would 
say that his nerves would soon relax, and then he would feel normal and be 
able to talk and “influence other people.” When asked about his mood, he said 
that he “was in a life and death struggle, but that it wouldn’t last more than 
twenty-four hours.” He talked about peculiar experiences, saying that he had 
had wonderful sensations; that he was “like Rider Haggard”; that he had been 
growing mentally but not physically, and that he had lost an inch in height 
because of the terrible things he had been through. “My bones have just dried 
up.” He explained that the “mind controlled the operations of the body,” and 
made the assertion, “I have stopped the beating of my heart for a minute.” 
“Once my blood turned a pale pink.” 

He knew where he was and to whom he was talking; his memory was 
excellent, and there was no defect in his knowledge of general affairs. He knew 
that he was sick, but insisted that it was all due to his physical condition. 
Actually, physical and neurologic examinations did not show abnormality. 

Course—In the next few weeks, a marked change was not observed. He 
was forced to eat regularly, but all efforts to get him to do any kind of work 
were unavailing. He was “too nervous”; or “would be able to in a little while,” 
but that time never arrived. Frequent attacks of trembling appeared, which 
he admitted were accompanied by sex feeling. He continued seclusive and said 
that he wanted to withdraw from the world. 

A note made five years later at another hospital said that the patient referred 
to his “innate ability to understand the problems of life and immortality; to 
remain young for a thousand years through the effort of his own will’—thus 
“keeping the elements of the body in motion which is the basis of all life.’ He 
was unable to interest himself in any occupation and, though clean, did not show 
any interest in his personal appearance. A year later he escaped from this 
hospital and, eluding the guard at the top of the Washington Monument, jumped 
to death. 


Comment.—This is a typical story which I have purposely kept 
entirely in terms that represent life situations and life experiences. An 
analysis of the facts reveals, in the first place, extremely faulty early 
training and discipline: a nervous, overanxious mother lavished undue 
affection on him and attached him to her by being with him constantly 
and by not giving him the chance to develop outdoor activities and to do 
manipulative work; slept in the same bed with him almost to the time 
of puberty; indulged him to the point that he learned nothing of self- 
control, and then allowed him still further to control his surroundings 
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through tantrums of temper. When puberty and sex problems arose, 
he had none of the normal alternative outlets of boyhood, nor had he 
been able to establish through training any of the control that is necessary 
to combat momentary desire. He was told repeatedly that masturbation 
would lead to insanity, and was scolded and tormented on this point. 
He felt that his will was growing weaker and weaker, and he finally 
reached the place where he thought others could read the habit in his 
eyes. He secluded himself, and because he did not have wholesome 
interests turned more to daydreaming and rumination. In this ruminative 
attitude, it required less and less stimulus to set off sexual feelings. 
Ruminative fantasy led to the solution of his problems through philo- 
sophic speculations about the control of the body through the mind. 
Mere thinking started sexual reactions that appeared as attacks of 
trembling, which, according to the patient’s own account, were sex 
equivalents. His preoccupation with philosophic speculation and the 
horror of uncontrollable sexuality made work and concrete interests 
unsatisfactory so that there was a further decline in the concrete activity 
that might have led to a correction of the distorted daydreaming. Con- 
tact with the concrete real world lessened; activity became more and 
more automatic, and was dominated by speculation and odd uncon- 
trollable impulse and wilfulness. He showed a definite deterioration 
of interests and habits, amounting to dementia. 

For diagnostic and prognostic purposes, this is a typical example 
of dementia praecox in the kraepelinian scheme. Kraepelin, in his text- 
book descriptions does not give any case material, but only the com- 
posite pictures as they appear from his method of examination. If one 
turns to the sixth edition of the textbook and compares this case with 
Kraepelin’s description, one will find that it conforms in all important 
respects. In this description (1899) he said that he could not doubt 
that “in this disease we deal with a severe damage to the cerebral cortex, 
which at best is only capable of partial repair. Although the manifesta- 
tions of the disease that are observed during its course show a great 
diversity—in fact, so much that it is often difficult to recognize any inner 
connections—nevertheless, certain fundamental disturbances are encoun- 
tered which persist after the disappearance of the accompanying symp- 
toms. This is especially true of the terminal state.” 

Kraepelin’s general description of the particular symptoms is as 
follows: Comprehension and orientation are intact; consciousness is 
clear, although it may be clouded in excitement and in stuporous states. 
Memory is undisturbed. Retention is usually good. On the other hand, 
illusions may dominate the picture, especially at the onset, and hallucina- 
tions, especially of hearing, are usually prominent in the beginning, 
although they tend to disappear. Their content is usually senseless and 
without connection. Attention is disturbed and this is dependent on 
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failing interest. This is most marked in the stuporous states. With the 
passing’ of the stupor an undue curiosity may arise, only in turn to be 
restricted by a tendency to negativism. The stream of thought sooner 
or later suffers. This is manifested in a looseness or slovenliness of 
thinking. It may be manifested in the milder cases only by a heightened 
distractibility, a jumping from topic to topic or an excess of talk or 
circumstantiality. In more severe cases, it goes on to complete con- 
fusion of talk with loss of connections and the coining of new words 
(neologisms). There is also a tendency to stereotyped utterances and 
frequently a tendency to rhyme, to make use of senseless “Klang” 
associations and punning. Judgment is usually poor in the formulation 
of new plans and the interpretation of experiences; proper conclusions 
are not drawn from given facts. At best there is only a superficial 
recognition of their illness by the patients without any true understand- 
ing. Delusions are common—transitory or persistent—at the onset. 
These may be hypochondriac, persecutory or moral; later, delusions of 
grandeur come to the front. Asa rule, the delusions have a senseless or 
fantastic coloring, due to the rapidly developing psychic weakness, The 
delusions tend to disappear, except in the paranoid forms. In the 
emotional life there are profound disturbances. At the onset there is 
often a sad or anxious mood; more rarely there are states of hilarity 
with uncontrolled laughter. 

More important, however, is the universal appearance of emotional 
dilapidation or apathy, which is one of the fundamental features of the 
disease. There is an indifference to former relationships, friends and 
family, and a loss of satisfaction with work. The patients do not any 
longer feel happiness or sadness; they become dull and emotionless. 
They are often indifferent to pain or injury. With this there may be 
definite irritability. In the field of general behavior and activity they 
show marked disturbances. There seems to be a general reduction in 
the will to do; they lose the drive to work, neglect obligations and sit 
about aimlessly. At the same time there may be a great deal of motor 
activity, which is apparently an aimless expression of inner tension. 
This may result in impulsive, violent actions, without any apparent 
purpose and without any consideration of results. This inability to sup- 
press impulses appears in the states of stupor as well as in the excite- 
ments. Blocking appears primarily in the stupors; each impulse is 
immediately wiped out by a stronger one in the opposite direction. This 
gives rise to negativism with resistance against change in position and 
against food and clothing; retention of urine and saliva, ete. The 
sudden impulses may arise and not be repressed by negativism and then 
one observes repeated activities such as stereotypies of movement and 
positions, verbigerations and mannerisms. 
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With the severe injury of the will, the destruction of the inner 
motives, desires and restraints, there arises command automatism and 
increased suggestibility. Under this heading come catalepsy, echolalta 
and echopraxia. 

On the physical side, one sees epileptiform convulsions, rigidities and 
contractions, exaggerated knee jerks and an increased mechanical 
excitability of the muscles and the nerves. The pupils are frequently 
dilated, and there is frequently a shifting pupillary inequality. There 
are vasomotor disturbances—cyanosis, circumscribed edemas, undue 
sweating, etc. The bodily temperature is frequently lowered, and the 
menses are suppressed. 

In discussing the etiology, Kraepelin pointed out that in 70 per cent 
of his cases the heredity was defective; in only 20 per cent of his 
cases, however, was there any peculiarity in the patient prior to 
the outbreak of the disease, such as irritability or seclusiveness. 
Kraepelin argued that some specific organic cause must be at work in 
the brain to account for the outbreak of such a disease in a healthy 
person, even when one grants the possible hereditary tendency to mental 
disease. 

The fundamental symptoms, then, can be summarized as follows: 
(1) deterioration of interest; (2) looseness and slovenliness in the 
stream of thought; (3) emotional dilapidation going on to indifference, 
with the appearance of impulsive activity and automatisms ; (4) a failure 
of the will to do, and negativism. 

The hallucinatory and delusional experience is likely to be transitory 
and is dependent on rapid mental deterioration. 

The patient in case 1 presented the following group of symptoms: 
marked deterioration of interests, dilapidation in thinking, definite 
indifference with occasional outbursts of anxiety and vague fear, the 
feeling of automatic activity and the formation of expansive delusions. 
Nowhere in this kraepelinian scheme does one find any mention of the 
life situations and experiences that I have described. The delusional 
material and hallucinatory experience, according to Kraepelin, are sense- 
less symptoms, which are dependent on hypothetic alterations of the 
brain; the failure of the patient to keep alive in his habits of work and 
contact with the world are mere evidences of the effects of a toxin; 
opinion as to the source of this toxin rests wholly on conviction and not 
on even remote evidence. 

Bleuler, the most outstanding proponent of the kraepelinian doctrine, 
found it necessary to modify the conception of Kraepelin in some essen- 
tial points. Working with his own scheme, Kraepelin found that prog- 
nostications were uncertain; even more important, he did not have 
satisfactory diagnostic criteria. For example, the diagnosis of dementia 
praecox in Kraepelin’s clinic was made, at various times, in from 8 to 
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52 per cent of the admissions and later again in but 18 per cent. The 
growth of the freudian psychology, which was forcing the view that 
psychologic deviations do not come out of a clear sky but are under- 
standable in terms of life experiences and conflicts, had its influence 
on the study of this group of cases. Bleuler was quick to recognize the 
importance of this newer psychology and, in 1911, in his monograph on 
dementia praecox,’ he suggested important modifications of Kraepelin’s 
views. Bleuler still rigidly adhered to the notion that a primary organic 
process in the brain was the basis for the disease and that this 
process imposed itself on an organism free from damage until the 
disease occurred. His own studies and those of his pupil Jung, who 
had been an appreciative follower of Freud, made clear that the psy- 
chologic manifestations and activities that had appeared senseless to 
Kraepelin actually have their origin in the life experiences and con- 
flicts of the patient. His strong conviction, however, based essentially 
on the unalterability of the process once it became manifest, still forced 
him to the belief that there must be a primary organic alteration as a 
basis on which these psychologically determined symptoms developed. 
Bleuler divided the symptoms of the disease into two groups: 


1, Fundamental Symptoms: These are the expression of the organic 
part of the process and constitute that part of the disease that remains 
as a residue after the acute phases of the disease have passed by. To this 
division belong the following groups of symptoms: (a) A particular 
disorder of association in which “the threads that lead our thought 
are broken, first in one direction and then in another, so that often the 
thinking is rendered illogical. Umnaccustomed connections are made, 
condensations occur and there is a tendency to stereotypy, poverty of 
ideas, forced thinking, confusion and blocking.” (6) Disorders of affec- 
tivity represented primarily by complete indifference, but at the onset 
frequently by oversensitiveness, and more especially by a failure of the 
proper depth of affect and its proper modulation, resulting often in 
whimsical, bizarre emotional responses, and often in inadequacy of 
response. This affective disorder is formulated by Bleuler as rigidity of 
affect (Affektsteifigkeit). (c) A tendency to ambivalence in effect, 
activity and intellectuality. This ambivalence makes a tendency to 
emotional, intellectual or motor activity and its opposite appear at one 
and the same time. These three groups of symptoms are fundamental, 
but are disturbances of the simplest order of mental functions. 

Disturbance of the combined functions gives rise to a second order 
of fundamental symptoms which are grouped as autism or autistic think- 
ing. This represents a disturbance of the patient’s attitude to the out- 
side world of reality. He loses contact with the outer world, and lives 
in a world of his own wishes and their imaginary fulfilment. This may 
become to him the world of reality. Attention may suffer in con- 
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sequence; apparent loss of will (abulia) with apparent laziness and 
neglect follows, and there is a loss of the integrity of the personality. 

The essential schizophrenic dementia shows in the disorder of think- 
ing and feeling, but its particular coloring is dependent on the secondary 
symptoms ; ultimately, the behavior and the activity of the patient are 
stamped with loss of interest, initiative and purpose. 


2. Accessory or Secondary Symptoms: These arise on the basis of 
the primary symptoms, but are colored. by the material of the psychologic 
complexes of the individual patient. They consist of: (a) Hallucina- 
tions, principally of hearing and of bodily alterations. (0) Tilusions. 
(c) Delusions, most frequently of persecution, but also of poisoning, of 
grandeur, of erotic aspiration, of hypochondriac notions and of refer- 
ence. The delusions usually do not have any logical consistency, even 
within themselves. The splitting of the personality (as the name 
schizophrenia suggests) is clearly seen in the delusions, because they 
are so frequently rejected as not having anything to do with the person 
himself. (d) Falsifications of memory on the basis of delusions and 
hallucinations. 

Speech, as the result of the primary symptoms of blocking and the 
poverty of ideas, and as a result of the secondary hallucinatory and 
delusional symptoms, may show marked alterations: overtalkativeness, 
mutism, verbigeration, mannerisms, neologistic talk through the process 
of condensation and symbolization and, finally, a word salad. 

Bleuler suggested the change in name because the process frequently 
does not begin in youth and need not terminate in dementia. He pointed 
out further that it may halt anywhere in its course or regress in part; 
according to his ideas, however, it never goes on to complete recovery. 
This name is gradually coming into accepted usage. 

Further cases may be cited to illustrate the mechanisms reported 
by Bleuler. 


CasE 2.—One evening I was called to the accident department to examine 
an English sailor, aged 21, who had been taken forcibly out of the bay and 
resuscitated by the pulmotor after an apparent attempt at suicide. When first 
seen, he was lying quietly on the bed with an ecstatic smile on his face. When 
asked what the trouble was, he said he had tried to swim to the sun but everybody 
was hindering bim. His story dated back five years to a time when he had 
fallen in love with a young girl. They were engaged for two years, and then 
one evening she invited him to her house and made sex advances. This shocked 
him, and shortly after, when he received a vulgar letter from her, he dropped 
her. He then went to sea. Occasionally, he had promiscuous sex relations, but 
this always led to a great deal of remorse and disgust. Within the two years 
preceding his examination he masturbated rather frequently; he felt that all his 
sex activities were sinful and were put in his way by the Lord to tempt him. 
Five months before his “swim to the sun,” he came to the conclusion that he 
needed the help of a woman to keep him from his sinful life, and he wrote to 
the same girl asking her to meet him. When she came she was drunk, and an 
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agreement could not be reached. He saw her again three months later, but 
she was cold to him, and told him that she was in love with some one else. 
After that he had become worried and tense and suffered a great deal of 
sexual desire. He masturbated frequently and worried whether he was not 
damaging his sexual power. A month Jater, after landing in America, he wrote 
to the girl making a formal proposal of marriage, but immediately began to 
worry as to whether he could support both a wife and a mother. He decided 
to try for a better job to earn more money and began to study nautical matters. 
He wondered further whether he was fit for marriage, on account of his sinful 
life of venery, and felt that he must be purified before marriage. He went to 
the ship’s physician to try to get medicine to help him in meeting the problem 
of masturbation. 

In the weeks preceding the break, he had a heavy cold, and then, two days 
before the swim, his head suddenly cleared and he felt happy and cheerful. 
With this increased happiness, he felt that he could do things that he had been 
unable to do before; his voice became a fine singing voice, and he sang a great 
deal. His restlessness continued; he could not sit through a movie, but “got 
all shaky inside.” Al! his feeling about having been tempted by God recurred, 
and he felt ashamed of his sin and determined to clear his conscience, keep clean 
and help others. 

He had read on a calendar, “Never let us make a shadow by turning our 
packs on the sun.” On November 3, this came into his head as a guide to 
salvation. It seemed as if everybody was defying him to keep him off the 
straight path, He went ashore and tried to get a job on another ship, but 
was told that they did not have room for him. He then decided that he must 
seek his own salvation alone, and the words on the calendar seemed to him to 
mean “Follow the sun.” The sun seemed to move and lead him on. He walked 
toward it, climbing over everything in his path. He clambered over the scenic 
railroad at River View Park and reached the beach. Everything seemed perfectly 
silent and pitch dark except the sun. He felt as if the world would stop if he 
did not reach it and that he alone could save the world. He jumped into the 
river and swam toward the sun. Across the face of the sun he saw the crucifix. 
Everything seemed to combine to stop him. Black birds flew over his head to 
lead him astray. The ships in the harbor got in his way. Voices behind him 
told him it was impossible and mocked at him. He felt that these were the 
voices of evil bent on preventing his salvation. The sun represented the highest 
happiness with the girl—salvation and love. It protected him from harm, and 
he heard the voice of God from the sun calling him. 

When 500 yards from shore, he was fished up by two men in a boat and 
brought ashore despite his resistance. 

When questioned about this whole experience, he said that he felt as if he 
were in a new world altogether. It all seemed to him like a biblical experience. 
The sun, which had been at first a goal, soon seemed to command him and then 
everything forced him to go on. He became automatically driven by the forces 
of the sun, God, love and the crucifixion. 


Comment.—-In this there is a sort of religious ecstasy; the patient 
abandoned the real world, in which circumstances made him too unhappy 
(a disillusionment about the woman he loved; the longing for a wife; 
the financial burden of his mother’s support, which made marriage too 
difficult ; the jolt of not being able to get a better job, and, on the other 
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hand, an inability to reconcile his religious views with the uncontrollable 
sexual desire within him), and took flight into a world of fantasy where 
at one fell swoop he purified himself and united mother, God and human 
love. This was all in a setting of ecstasy. It was the sudden creation 
of a world of his own in which all conflicts and difficulties were 
solved—in Bleuler’s terminology, an example of autistic thinking and 
creation. The outer world was rejected or disregarded until his plans 
were interrupted; even then he still felt that he could live on in this 
new creation. 

“The feeling of being forced and driven on” should be especially 
noted ; it represents a type of reaction which to me is the most important 
feature of the schizophrenic picture. It should further be noted that 
this psychotic episode is an episode in a human life, and that the 
psychosis is part of a causal chain that becomes intelligible only when 
one knows the experiences and the conflicts of the patient prior to the 
outbreak of the disorder. 


Case 3.—A woman, aged 56, was brought to the hospital because she com- 
municated with spirits and with her dead husband. Her mother had died in 
giving her birth and three years later, when her father remarried, she was 
adopted by an aunt, who raised her with great strictness and prudery. She made 
satisfactory progress at school, and was considered bright and normal in her 
contacts with other children. At 21, she married a naval officer, and a child 
was born one year later. Her husband petted and spoiled her, and she was 
devoted to him. He died nineteen years after the marriage. She thought of 
remarriage, but could not tolerate the thought of other men’s caresses. She 
therefore cut herself off from associations with them, and went to work to 
support her daughter, working first as a seamstress and then as a government 
clerk. At the age of 46, she had a nervous breakdown, said to have been 
due to overwork. She was tired and weak. She rested for seven weeks and 
then returned to work, but quit after three months on account of trouble with 
her eyes. For the next four years, to the age of 50, she merely visited among 
friends. At the age of 54, she began to have so-called heart attacks in which 
she had difficulty in breathing, and palpitation. Six months before admission, 
she had an attack in which she felt numb all over. At this time, she received 
“a message” from her father, saying that she was going to die. During recovery 
from this attack (physical examinations did not reveal any cardiorenal or res- 
piratory disease) she began to get communications from her dead husband saying 
“I’m glad you’re getting better—I can help you—I am going to give you advice.” 
A month before admission, she woke her daughter one night to tell her that she 
had received “word that a burglar was in the house” and asked the daughter to 
look for him. 

The patient’s only daughter had felt a growing dissatisfaction with her mother, 
and when the daughter married, the estrangement became more marked. The 
persistent physical symptoms—heart attacks and gastro-intestinal complaints— 
instead of arousing sympathy from the daughter, only irritated her the more. 
The patient became more and more dissatisfied as she realized that her isolation 
and loneliness were unalterable. Her dead husband continued to speak to her 
and advise her what to do. She took up automatic handwriting, which gave 
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her further advice through “thought transference.” A week hefore admission, 
she began to hear definite voices, but different ones in the two ears. They were 
spiritual voices, a black devil in one ear and an angel in the other. The devil 
wanted her “to think adultery and say obscene things,” and she “felt forced to 
say bad words.” This voice also said, “Don’t go to church on Sunday because 
you will blaspheme.” The angel Gabriel, speaking in the other ear, told her she 
was pure. On the other hand, the voice of her husband said: “Don’t talk to 
the voices during the day time because they will only deceive you. I will talk 
to you only at night.” She was reading a chapter in the Bible at the request 
of her husband’s voice and then, remembering that it was day time, became 
convinced that she had been deceived by the devil in disguise. She opposed coming 
to the hospital for fear that she should have to give up her ideas of communication 
with her husband and she did not want to discard so pleasant an experience. 

In the hospital, the patient appeared normal in behavior, activity and social 
bearing. She was willing to give up all the voices but could not abandon the 
communications with her husband. She said that she had felt forced to do the 
automatic handwriting and that someone was trying to make her do the things 
she was doing. She thought the voices might be due to a tired brain. She 
said that the first voice and communication had come after the use of the “ouija 
board.” At times, she said, the voices were more like thoughts, but at other 
times they seemed real. After two weeks in the hospital, she suddenly said that 
the whole experience was imaginary and asked for permission to leave. The 
night before her departure, she had an attack of palpitation of the heart; she 
said that her heart was all wrong and that all her blood was in her head. The 
next morning, she was talkative, irritable and demanded discharge. Her daughter 
reported that the patient had told her that she had told the physicians that she 
regarded her experience as imaginary only in order that she might be released 
from the hospital. 

While in the hospital, the patient gave an account of her sex life, which 
throws light on the illness. She said that she had not been like other children, 
but had had to do “the proper thing’ always. She was not allowed to learn 
to dance and did not lead a “young life” with boys and girls. She prided herself 
on having never told a lie and on her pure-mindedness. She disliked the whispered 
vulgarities of the girls that she knew and refused to do any clandestine kissing 
and hugging in darkened rooms or behind doors. She could recall that at the 
age of 10 she had had a revulsion of feeling at any masculine caresses. She 
did not have any sex urge, she said, and she regarded her marriage relations 
as having been “sweet and holy.” She said that probably if she had had more 
sex desire she would have married again. 


Comment.—tThe psychosis in this case was of gradual onset, at first 
with feelings of fatigue and weakness, later with eye strain and then 
abdominal and gastro-intestinal complaints. With growing dissatisfac- 
tion at a lonely life without affection, and a growing estrangement from 
her daughter, she began to have communications of comfort and advice 
from her husband; then she felt forced in her activity, and heard her 
conflicting desires and wishes as good and bad voices in her two ears. 
This again shows the creation of an autistic world in which the problems 
of life are solved, albeit with difficulties, because part of the wishes of 
the patient are not acceptable to her official personality. Again there is 
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the evidence of “feeling forced” and being passive in a fantasy world 
that rejects the experiences of the real world. 

I may again point out how this personality could come to this type 
of solution. She was raised in a rigid, puritanic atmosphere, without 
social outlets; there was the setting at a preadolescent age of a sex 
pattern negative toward men and the fixation of this by prudish over- 
insistence on pure-mindedness. There was no opportunity for breaking 
down this pattern through the normal activities of play and courting, 
because she was taught to reject all such activities as ‘‘dirty.” Her 
husband, instead of developing her into adult womanhood in her sex’ 
relations and in her outlook on the world, petted and spoiled her, and she 
lived through her marriage without much sex feeling, priding herself on 
the lack of desire and on her pure-mindedness. With the hard work 
of earning her living and the loneliness of her life, she developed 
hypochondriasis and finally gave up work. The possibility of remarriage 
occurred to her, but the physical side was revolting and she hid behind 
the memory of her husband’s caresses. When the illness failed to com- 
mand the sympathy of her estranged daughter, she was ready to con- 
vert the ruminations about her devoted, indulgent husband into reality. 
The ouija board offered a ready instrument (surrounded as it and 
similar devices are with mystical, half-earnest, half-joking credence) for 
the translation of her desires and wishes into reality. Automatic hand- 
writing, which, though psychologically more automatic, still has some 
social acceptability, was the next move. The continued comforting com- 
munications from her husband must have led to more rumination about 
him, with a recrudescence of vague sexual fantasies—these, in turn, 
being rejected as incompatible with her purity of mind and chastity. 
When desire, born of loneliness, discontent and rumination about remar- 
riage and old relations of affection with her husband became too insistent. 
it was rejected in this setting of mystical experience and was projected 
as not a part of herself—it appeared as messages that were at one time 
like thoughts and at other times like voices, depending on whether desire 
or respectability was uppermost. This situation was regarded by her 
as automatic, so that she felt forced to do things and to think things: 
another way of her saying that she was not responsible. To my way of 
thinking, this constitutes a possible chain of psychologic and experiential 
events needing no further explanation than this recital and an under- 
standing of her personality, her early environment and the gradual sub- 
stitution of fantasy, through the ouija board and automatic writing-— 
instruments that are so acceptable socially. 

One of the symptoms advanced by Bleuler as fundamental, and 
mentioned in the résumé already given, is disturbance of association— 
especially the blocking or the sudden interruption of the stream of 
thought or talk either by counterasserting impulses or ideas or by an 
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mability to continue the line of thought or talk. This, he holds, is 
evidence of the organic nature of the process because it seems to be a 
type of disorder that does not undergo repair and that leads to deteriora- 
tion, when it exists in high grade. To understand this type of thinking, 
one must observe it in its simplest form, before it is overlaid with 
complexity. One learns about all the processes of disease through the 
study of the early lesions and by experimentally reproducing the disease 
so that the beginnings may be seen. The next case shows a patient 
responding with stupor to a difficult situation and incidentally gives a 
clue to the origin of the difficulty of association, which to Bleuler is so 
definite an evidence of organic alteration and to me is a mode of 
biologic or psychobiologic behavior; a mode, which is known as a 
normal reaction and is abnormal only when more dominating modes of 
behavior are wiped out and more primitive, undisciplined ways of 
response are released. 


Case 4.—A civil engineer, aged 34, was brought to the hospital because he 
was so nervous, suspicious and irritable. This change had appeared on July 4, 
two weeks before the date set for his marriage. He had been engaged for 
three years and had known the girl for fifteen years. During these two weeks, 
his friends had joked with him about his coming marriage; they had told lim 
that they were going to put counterfeit money in his baggage and would then 
put the authorities on his trail. During the same period,. the patient was worried 
over the difficulty of securing a proper passport, because it was hard to get a 
birth certificate in Pennsylvania, which had not had any consistent registration of 
births when he was born, He also began to wonder whether his sexual indiscre- 
tions of the past—masturbation and occasional illicit intercourse—had not made 
him unfit for marriage, and whether or not he ought to marry. Whenever he 
met the young woman, he was nervous, tense and suspicious. He told his friends 
that the authorities were after him and that he would not have enough money to 
bail himself out. He feared that a terrible disgrace would befall them all. He 
was taken to his home and, though silent and depressed, was in good touch 
with his surroundings. He was still, however, apparently puzzled about the 
passport. He asked his mother if she was really hts mother and if his father 
was really his father. He appeared reassured by what his mother said on this 
point, but continued to be irritable, sullen and suspicious. 

When brought to the clinic, he answered questions relevantly, but refused to 
allow the examination to be completed. When personal experiences were discussed, 
he admitted that he was depressed, that he heard voices and that he thought people 
might be against him. Two days later, he suddenly gave up his suspicious attitude 
and told how he had had suspicions on his way home, that he had been ‘“‘experi- 
mented on,” and that the “noises of the train were made to annoy him.” He 
had thought that the babies he had seen on the way were displayed to see whether 
he would think they were his. The following day, he made a confession of all 
his past misdeeds so that he “could start life over again.” He told of masturba- 
tion, drinking, smoking and illicit intercourse. He had had intercourse four times 
in the previous two and one-half years. 

A lumbar ptncture occasioned some discomfort, and the patient again became 
quiet and uncommunicative. A slight fever developed (there was a slight exacer- 
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bation of an old tuberculous process), which fell to normal within two days, but 
the patient became even more uncommunicative and lay stiffly in bed with fixed 
staring eyes; he refused to void or defecate, and would neither eat nor be fed. 
The following day he again began to talk and said he had not been talking 
because he thought he was supposed not to: “I was trying to assume the attitude 
of an infant so that I could hegin life over again. I thought your sending me 
downstairs meant that I was to leave all my old life and its sins upstairs. I 
tried to put myself in a frame of mind to be born again.” After this statement, 
he relapsed into stupor and remained in stupor for about a month. Toward 
the end of this month, he began to smile occasionally and then to go about attending 
to his needs. Finally, he began to talk. He discussed his experiences with great 
reserve and reluctance. To questions concerning impersonal topics, he would give 
prompt and intelligent replies, but when personal topics were touched on, he 
either remained completely silent, tending to drift off into daydreaming and 
inattention, or he would answer evasively and vaguely. For example: 


Will you tell me why you didn’t talk Perhaps because I couldn’t, Doctor. 
for so long a period? 

Did you try? No answer. 

Do you remember thinking you might Some things I can’t remember. 


be arrested? 


Yes, but do you remember that? I don’t see any reason why I should 
have been arrested, 


Of course not, but you did say some- IT don’t remember that; I was nervous. 
thing about it. ; 


Even when the patient’s activity seemed normal, the pushing of personal topics 
still resulted in a drifting off into generalities or a complete inability to answer. 
After some weeks, he was able to discuss matters a little more freely and told of 
worry over an attack of gonorrhea that he had had four years before and which 
he feared was still present. He also said that he was not sure that he loved his 
fiancée enough to marry her. However, the patient, although he knew he wanted 
the engagement broken, could not be brought to a definite decision about the 
matter and the woman finally had to break it. He was much relieved by this. 

A review of his past history brought out the following facts: He was an only 
child, reared by a religious father and mother, who instilled into him the strictest 
puritanic ideas. The mother was a nervous, high-strung woman, and her whole 
family was of the same sort. At the age of 5, he began to stammer, and this led 
to great difficulty in his contact with other children. He became shy, and tended to 
withdraw from the usual play with other children. At 16, he was forced by an 
unwise teacher to recite before a large class and his embarrassment was so great 
that he refused to continue attending this school. A year at a school for stam- 
merers helped him so that he was able to enter an engineering school and to 
graduate at the age of 21. He felt, however, that people always pitied him because 
of his defective speech, and when people looked at him he was abashed and thought 
that they were being critical of him. He was devotedly attached to his mother 
and rather resented his father. When, years before the present illness, he became 
worried, nervous and depressed over a financial lass, he sent for a girl of whom he 
was fond. The mother disapproved of this girl, and the patient promptly dropped 
her. He admitted to us at the hospital, however, that he was fond of this girl, but 
had not persisted in his attentions because his mother did not want this girl, while 
she did approve of his fiancée. 
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Comment.—This patient again, according to the classic nosology of 
Bleuler and Kraepelin, was undoubtedly a schizophrenic. He had the 
fundamental symptoms of association disorder and autistic thinking, 
delusions of reference and of persecution, stupor, etc. The case pre- 
sents, however, a chain of life events with conflicts arising out of a 
puritanic background; an undue attachment to the mother; domination 
of his emotional life by the mother, even to the selection of a wiie; 
an unduly retiring sensitiveness, bred of consciousness of defectiveness 
of speech, and an inability to accept the forcing drive of sexuality 
because of the puritanic background. These influences, on account of 
his sensitiveness, could not be corrected by associations with com- 
panions.’ The only correction was a stubborn pride in work and a desire 
to succeed in work. With the closing-in of a marriage, the patient 
found himself trying to dodge, with worry over past sinfulness and 
feelings that he was not worthy of marriage. He probably wondered 
if he had been correct in accepting his mother’s domination, and when 
he had difficulty about his birth certificate he asked whether she was 
really his niother—as if to say that he could avoid her domination if 
she were not really his mother; then, when he was trapped, he tried 
to return to the attitude of a child and wanted “to be reborn and start 
all over again.” This is not my statement but that of the patient. 


TUE VIEWS OF ADOLPII MEVER 


In spite of the continued efforts of Bleuler, Kraepelin and their 
pupils to see these cases as organic, convincing evidence to date has 
not been produced, either anatomic or chemical, which gives any clue to 
an underlying physical or chemical process. Every objection to the 
organic hypothesis, however, has been met with new hypotheses to 
explain away the discrepancies. Objections have been forthcoming from 
several directions, and it is worth while to discuss these in order that one 
may secure a clearer comprehension of the problem. Meyer,”* in 
1903, in a paper on the “Neurotic Constitution,” and later Hoch,’ 
in 1907, were able to show that a large percentage of the cases in this 
group present a definite type of retiring, seclusive personality. This, 
Hoch called “shut-in” —i.e., a tendency to seclusiveness, to diffidence, to 
shyness and to withdrawal from people and an inability to discuss 
affairs, etc. More recently, Kretschmer—still, however, dominated by 
the desire to find a physical basis for mental disease—described special 
types of physical constitution in which dementia praecox, or schiz- 
ophrenia, develops. He found that long, thin people are more apt to 


11. Meyer, Adolf: Neurotic Constitution, Am. J. Psychol. 14:60, 1903. 


12. Hoch, A.: A Study of the Mental Make-Up in the Functional Psychoses, 
J. Nerv. & Ment. Dis. 36:230 (April) 1909. 
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constitute the group of schizophrenics, and that the short, rounded ones 
are apt to predominate in the group with manic-depressive psychoses. 
The constitution of the prepsychotic groups, he found, is also divisible 
into long, thin schizoids and short, rounded cyclothymics. The mental 
correlates of these types, in the schizoid group, are the shut-in types of 
personality with little affective response to the outside world of things 
and people; whereas, in the cyclothymic group, they are the types in 
more affective rapport that show fluctuations of mood corresponding 
to variations in events in the outside world. 

Bleuler, accepting these types, changed the name of the latter group 
from cyclothymic to syntonic, because he preferred to stress the affec- 
tive rapport rather than the undue variations of mood. Now, Bleuler 
was forced, in his acceptance of these two types, to admit that an 
exaggeration of the normal schizoid mentality may lead to a picture that 
is near to, or indistinguishable from, schizophrenia, though it runs a 
different course. In his unwillingness to renounce the concept of a 
disease entity, he presented two hypotheses. Special cases are, for him, 
symptomatic schizophrenia, in the sense proposed by Bonhoeffer in his 
study of deliria ; i.c., in these cases the picture resembles schizophrenia 
due to cortical disease, but the condition does not follow the same course ; 
the symptoms only simulate the disease caused by the hypothetic destruc- 
tion of brain. Furthermore, he distinguished a new group of cases, 
which he called schizopathic, in which, on the basis of schizoid per- 
sonalities, there develop symptoms which are not present in the same 
degree as in real schizophrenia, yet which present a picture much akin 
to that of true schizophrenia. Further, he had to assume the imposition 
of this special disease process on the schizoid type of personality, and 
then, with its exaggeration (schizopathy), he got real schizophrenia. To 
explain the appearance of schizophrenia when circumstances precipitate 
the attack, he invented the concept of latent schizophrenia—i.e., the 
disease is present as an old sear, which is reinflamed either by some 
toxin or by fever. This position was forced on him by the precipitation 
of schizophrenias from the experiences of the war and the occurrence 
of the disorder after or during physical diseases or toxic insults 
(alcohol). 

Still another difficulty was presented. Although the textbook 
descriptions give a dogmatic picture that should make diagnosis and 
prognosis easy, in actual fact the individual cases offer the greatest 
difficulty as to both diagnosis and prognosis. Constantly, one sees a 
mixture or fusion of manic-depressive and schizophrenic symptoms, 
and the outcome in deterioration or cure is known only after the case 
has run its course. I shall take occasion to discuss the diagnostic 
difficulty later, but Bleuler’s solution uses his constitutional types to 
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good purpose on this score. The schizophrenia arises i a syntonic 
(cyclothymic) personality, and the secondary symptoms, uaturally 
making use of the particular personality and its situation, color it 
accordingly with symptoms like manic-depressive symptoms. 

With one more criticism of Bleuler, I may proceed to a statement of 
our position in Dr. Meyer’s clinic. This criticism of Bleuler is not meant 
to detract from the profound contributions he has made to the subject. 
His descriptions of the actual symptomatology of the disease, his analysis 
of the psychic aspect of schizophrenia, the autistic thinking, his theories 
of negativisms and ambivalence and his great clinical acuity will stand 
as permanent monuments in psychiatry. My criticism is directed solely 
against his refusal to accept life events and situations as scientific facts 
of the same order of efficacy as alterations of the brain and toxins. 
In one of his later publications, “The Differentiation of the Physiogenic 
and Psychogenic in Schizophrenia,” +* he gave a clear picture of the 
fundamental and the secondary disorders, and one would be glad to 
follow his prognostic criteria if he had spoken of malignant and benign 
symptoms. [t is true that all symptoms classified as primary are apt 
to be evidence of profound lasting alterations of the personality, but 
these immediately became for him organic or physiogenic. His essential 
honesty put him im a dilemma, because it is precisely “in the chronic, 
clear schizophrenias that secondary symptoms of fixed delusions with 
psychogenic hallucinations and falsifications of memory and autism 
are in the foreground.” Bleuler therefore had to assume that these 
psychologically determined manifestations, while not primary symptoms, 
are nevertheless physiogenic. The argument, then, would run something 
as follows: primary symptoms are evidences of organic disease—and 
are therefore not alterable; all unalterable chronic symptoms must then 
be organic. 

Now what can be opposed to the positions of Kraepelin and Bleuler ? 
My description of cases and my criticism of the positions of these 
authors presuppose a different way of looking at mental disease and the 
relation of psychologic alterations to body and brain, whether these 
alterations are temporary or permanent. The stimulus to our position 
was given by an American psychiatrist, Adolf Meyer, who began, in 
1906, to formulate what he designated as a dynamic interpretation of 
mental disease. Meyer ** said (1910) that unquestionably Kraepelin had 
delimited a group of cases that constituted a nosologic entity, which, 
while not so clearly delimited as Kraepelin had hoped, nevertheless, still 
offered a sufficient number of common characteristics to give a warning 


13. Bleuler, E.: Zur Unterscheidung des Physiogenen und des Psychogenen 
bei der Schizophrenie, Allg. Ztschr. f£. Psychiat. 84:22, 1926. 

14, Meyer, Adolf: The Dynamic Interpretation of Dementia Praecox, Am. 
J. Psvchol. 21:385 (July) 1910. 
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of the tendency to deterioration. He further pointed out that Kraepelin 
had not formulated the disease picture in terms that could be made 
into a scientific causal sequence, but that he had always to hide behind 
hypothetic toxins. Meyer said that, whereas evidence of toxins was not 
forthcoming, he found definité factors that were “apt to shape or undo 
a life-—specific defects or disorders of balance, with special tendencies 
and habitual ways of bungling and substitutions, and a special makeup 
which is liable to break down in specific manners.” He suggested that 
“complete action gets more and more disorganized by, first, trivial and 
harmless subterfuges or substitutions, which, in some individuals, lead 
further, to become harmful and then uncontrollable.” At this same 
time, he referred to the catatonic reactions that were held to be so 
inexplicable psychologically, and pointed out that catatonia is not by any 
means far from a psychobiologic interpretation. It is in fact “closely 
related to what is seen in hypnotic states and in mystical fancies,” and 
like “stages in religious symbolism and feelings of submission to 
influence by mystic power.’ Meyer, realizing that even the psycho- 
analysts turned to toxins and heredity to explain why serious complex 
material developed in special persons and then went on to a disastrous 
outcome in deterioration, emphasized the fact that psychologists and 
psychiatrists had failed to take into account the duration and intensity 
of psychobiologic facts and processes and had therefore turned to altera- 
tions of brain to explain the final outcome of fixity of process. He saw 
in habit conflicts and habit disorders, on the one hand, a set of factors 
“which preponderate in the side-tracking and curbing of leading inter- 
ests, and the creation of disastrous substitutions” ; and then, on the other 
hand, he recognized definite specific complexes in special cases as play- 
ing a “special dynamic réle.”’ 

Meyer saw the human organism as a totality, integrated at succes- 
sively higher and higher levels. For each level of organization or 
integration there are specific types of reaction, and the stimuli for each 
level are specific. Each new higher level works with the level below, 
but integrates it for more complicated and different purposes. Food and 
the reaction of the digestive apparatus play one part at the physiologic 
level, but a different one at the psychologic level. The latter makes 
use of the physiologic facts but has to consider additional factors that 
arise from the nature of the higher psychologic integrations. Definite 
lesions of the brain play the dominant réle in certain types of mental 
reactions because they interfere with gross mechanisms without which 
the personality, integrated on the psychobiologic level, cannot operate. 
The damage reduces the capacity of the organism for the more com- 
plicated responses of the higher integrations. One cannot view art 
without eyes or ears, and yet neither the visual nor the auditory apparatus 
constitute art appreciation; memory is lost in certain widespread dam- 
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ages to the cerebral cortex, but the behavior of the organism depends 
on how this damage interferes with the general organization of the 
patient’s whole life. I‘or Meyer, the psychologic or psychobiologic facts 
of life—those facts which represent the responses of the total organism 
at this mental level—had as much force and validity as the facts 
organized at the level of physical and chemical or physiologic life. The 
laws of all of these levels are formulations of sequences more or less 
immutable. When the facts of one level seem to contradict the facts in 
another sphere, one does not discard them as invalid, but seeks through 
further knowledge to reconcile them. Biology does not renounce life 
because it cannot bring all facts into line with chemistry; neither does 
psychology give up any of the facts of its field because brain pathology 
denies their validity. 

It is a common error of those who seek to find the explanation of 
psychobiologic facts in terms of body changes to assume that those who 
oppose them think that these facts are totally unrelated to neurologic 
and physiologic mechanisms. Nothing could be farther from the truth. 
{ cannot conceive of any psychologic or neurologic reaction of the 
human organism that does not make use of specific neuromuscular path- 
ways. The arousal of these reactions can take place only on certain 
definite stimuli, and they follow definite laws of order. This, however, 
is far from assuming that each reaction or set of reaction patterns is 
crystallized in the central nervous system, At the psychobiologic level, 
a special type of reactivity exists, which is called habit formation. Pat- 
terns can exist that are functionally fixed without being structurally set. 
This means that they can be modified and are modified, if one attacks 
the habit at the correct point and time. 

The fact that the patterns that become fixed in the schizophrenic 
reactions are unmodifiable when they reach the psychiatrist is not 
an argument that they must necessarily have had a basis in structural 
alterations. Take, for example, the learning of language. That the 
learning of a specific language, German, English or French, is a 
psychologically conditioned process does not need proof. If one tries to 
modify this pattern after the fourteenth year of the person’s life, it 
can never be done completely. One may speak a foreign language 
fluently, but one never drops traces of the accent of the mother tongue 
if one learns the foreign language after the twelfth or the fourteenth 
year. The language habit or pattern is therefore a psychobiologic habit 
that becomes functionally extremely rigid, but it is not exclusively 
structurally fixed. The interrelationship of the neurologically con- 
ditioned responses and the psychobiologically conditioned habits is well 
illustrated by this example. It is well known that in certain cases of 
damage of the brain involving gross destruction of tissue there is marked 
interference with the language function. An aphasic patient may lose 
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completely an acquired language and be able to speak only in the mother 
tongue of childhood. This gives evidence that a break in a psycho- 
biologic function may occur at a lower level, but the fact that it breaks 
at a neurologic level does not preclude a break at a psychobiologic level. 

The recent experience of those who have worked with habit forma- 
tion in children, both normal and abnormal, has made it clear that habits 
that on the surface seem malignantly fixed in asocial and psychotic ways 
can be modified in an amazing fashion, if the habits‘are broken into 
radically and at a sufficiently early age. Dr. Esther Richards, working 
with ordinary children of the dispensary, has accomplished notable 
results in the treatment of asocial behavior and psychotic trends by a 
common sense correction of environmental factors and a substitution of 
normal, wholesome outlets and compensations. 

It is clear that, in each case, one is working with a separate person 
with an environment that, in its complicated interplay of emotional 
forces, is specific for this person and different from that of other persons ; 
that each person is being subjected to influences that are constantly mak- 
ing or breaking habits, intellectual, moral and emotional ; that these habits 
are in a constant process of evolution and dissolution; that unhappy 
circumstances or forces may at any time drive this growing, changing 
yerson into channels for which he is inadequately trained or into alter- 
natives for which he has no adequate organization or preparation. These 
circumstances may be found in a break in the organic or physiologic 
integrity of the body, or, more specifically, of the brain, or they may 
be found in human situations ; but in each case it is a human being who 
reacts to them and he reacts as a sum total of all his constitution— 
i.e., aS a psychobiologically integrated individual. 

At the clinic, therefore, we describe reaction patterns or types and 
see in these reactions all the life factors, not only patterns that arise out 
of the set physical organic structure of the individual person, but also 
patterns that have a wide range of functional variability depending on 
the habits that have been formed on the foundation of the organic struc- 
ture ; we study the fixity of these habits and the circumstances that have 
produced them, and what circumstances can make for their modification. 

The problem, then, becomes not whether the cerebral cortex is 
involved, but whether it is involved primarily. If it is, we make use 
of this fact and speak of reactions that are primarily organic, and in 
which psychobiologic factors are secondary as an expression of the 
neurogenic disorder. We set about reeducation, if sufficient mechanism 
remains, and we simplify environment to meet the new integrations of 
the personality. 

We approach the problem of schizophrenia in exactly the same 
fashion. We use all the facts in the patient’s life history and see him 
as a totality. We try to understand his abnormality in terms of known 
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trends of normal and abnormal behavior; stupor does not suddenly 
become the manifestation of a mystical toxin—it is like a hypnotic 
state; the schizophrenic thinking does not become an expression of 
acute or chronic cortical disorganization, but is like the thinking of 
dreams and primitive peoples; impulsiveness and autistic thinking are 
regarded as analogs of the undisciplined behavior and imagination of 
children and of childlike adults; persecutory systems become an exag- 
geration of normal human fears, and so forth. 

I can now formulate the reaction tendencies that have been called 
schizophrenic. I purpose to substitute for this term, however, the 
term parergastic, suggested by Adolf Meyer in his last publication.*® 
This term, using the Greek word ergasia for activity, suggests the 
dynamic elements of this psychobiology, and uses the prefix para— 
meaning “out of the way,” or “paradoxical.” The parergastic reac- 
tion Is seen as a type of reaction arising from poorly developed 
habits of adjusting to other people and to new circum- 
stances, with a tendency to avoid by retiring from, rather than 
meeting situations by decision; it is seen as arising turther 
from an underdevelopment and undertraining of adequate affective 
responses to situations and people. It is characterized by an absence 
of moods, unless the situation is acute, and then by outbursts (rage, 
temper tantrums or sullenness); by a tendency to seek compensatory 
satisfaction in ruminating and daydreaming speculations; a tendency 
to avoid concrete activity; a willingness to live in an imaginary world 
without any translation of wishes and desires into realized ambition, and 
the development of a sexuality divorced from other people (auto- 
erotic). This gives rise to an attitude of passivity—a rejection of forces 
that compel activity, unless these forces are so strong as to require active 
rejection in order that the inner poorly balanced imaginative life may 
be maintained ; even then this activity serves only as an extruding proc- 
ess, to make the person more comfortable for his passive attitude. I 
therefore see the passivity component and attitude as the primary prin- 
ciple of the parergastic reaction. 

As far as this principle operates to the exclusion of all others in a 
particular case, so far is the process malignant. If the past record of the 
patient has shown tendencies that make for more effective rapport with 
the environment and with people, this modifies the malignancy of the 
process ; if the psychosis shows dominant affect and not just transitory, 
whimsical emotional response, this makes it a more benign type of reac- 
tion; 1f suddenly arising circumstances produce the break, telescoping 
life, as it were, one can count on readjustment to the extent that the 


15. Meyer, Adolf: Genetisch-dynamische Psychologie versus Nosologie, Fest- 
schrift fir Emil Kraepelin, Ztschr. f. d. ges. Neurol. u. Psychiat. 101:406, 1926. 
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patient’s reactions in the past have been adequate for the ordinary 
insults of life, and to the extent that the precipitating and alterable 
causes are unusual and real; if the break occurs gradually under the 
simplest environmental circumstances, one has little reason to hope for 
recovery, unless the patient is young enough to be completely retrained. 
The retraining of adult habits or character is difficult enough under the 
most favorable circumstances, and is almost impossible if the habits have 
developed distortions or dissolution over a period of years. 

To rephrase this statement in psychiatric terms, one can say that 
affective admixtures argue for benignity; that an acute onset is prog- 
nostically better than an insidious onset; that a shut-in personality is 
more unfavorable than an outgoing personality; that, as far as the pic- 
ture is ruled by passivity thinking—with a feeling of being forced and 
acted on by the outside world—so far is the development dangerous 
and likely to go on to deterioration of interest. Acting or behaving in a 
passive way, as if controlled from the outside, is as ominous, and one 
finds it accompanied by the development of subterfuges to avoid con- 
crete contact, in the form of delusions or hallucinations, or a distorted 
hypochondriasis. These are extrusions of rejected, disturbing wishes 
and thoughts. 

Referring again to the cases I have presented: Case 1 showed a 
slow, insidious development without any habits of work, interests or 
adequate affective rapport with people, and with the growth of 
unbridled and uncontrolled fancies and a growing tendency to the 
passivity attitude. Here one could not expect any recovery, for balanc- 
ing factors were lacking. 

Case 2, that of the English sailor, showed a more active type of per- 
sonality, under the strain of a sex conflict and profound disillusionment, 
reacting with a sudden outburst of fantasy. The interest in working, the 
capacity for deep feeling and caring and the possibility of a favorable 
solution of the circumstances worked for readjustment, and at the end 
of a year the report of a recovery was received. 

Case 3, that of the woman who communicated with her husband 
through the ouija board, then through automatic writing and finally 
through voices, showed a protracted dissatisfaction with a legitimate 
loneliness, a fair amount of working drive under necessity but not an 
independent working impulse when the necessity had passed (with her 
daughter’s marriage), a tendency to exaggerate symptoms and to 
become inactive (sick) to meet lack of sympathy, and then the com- 
pensation in a pseudonormal way by communications through mystical 
channels. Here one could expect a partial readjustment because the 
way of departure was somewhat natural, the loneliness was legitimate 
and the contents of the fancies were not too far removed from the 
socially and personally acceptable fantasy of the patient. 
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Case 4, that of the engineer who wanted to be reborn, showed a 
consistent affect (depression), a really difficult situation in the approach- 
ing marriage and the record of proud ambition and of habits of work, 
with a drive to accomplish his objects. These circumstances were 
sufficient to indicate recovery. The sensitiveness, the overattachment 
for the mother and the tendency to withdraw from people and go in 
for rumination were factors which made this patient a candidate for 
further trouble if difficulties should arise, unless he could be retrained. 
This is difficult when the patient has lived with his bad habits for thirty- 
five years. 

This, in broad outline, is a statement of three theories represented 
under the names dementia praecox, schizophrenia and the parergastic 
reaction. The first represents an attempt to explain a group of cases as 
a disease entity; it rejects psychobiologic facts as irrelevant and mean- 
ingless. The second admits the role of mental factors, but assigns to 
them a secondary place—the first place going to a hypothetic alteration 
of the brain or a toxin. The third view takes into account all the 
factors of a life, views them, as far as possible, as if they were a 
scientific experiment or causal sequence of events; gives due credence 
to any lesion of the brain or symptoms when a lesion of the brain exists, 
but utilizes the knowledge of more complicated psychobiologic integra- 
tions and reactions as factors which do exist and function, and which 
have scientific validity. It points the way to an experimental attitude 
and a rational therapy. It provides a place for organic etiology if this 
type of etiology can be discovered or demonstrated, but it refuses to 
accept a fatalistic attitude based on insufficient or nonexistent facts, 
with neglect of an etiology of a definite and valid sort. It reclaims 
for the realm of science human experience and the psychobiologic forces 
that go to influence it. 


News and Comment 


FIRST INTERNATIONAL CONGRESS ON 
MENTAL HYGIENE 


The First International Congress on Mental Hygiene wilt be held in Washing- 
ton, D. C, May 5 to May 10, 1930, inclusive. 
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